Introduction
The Ewing sarcoma family of tumors (ESFT) is a family of morphologically similar malignancies that include Ewing tumors, peripheral primitive neuroectodermal tumors (PNET) and Askin tumors, representing the second most frequent bone malignancies in children. 1 These tumors can arise from bone or extraskeletal. The extraskeletal Ewing sarcoma (EES) accounts for ~6% to 47% of all Ewing tumors. 2 The principles of management of EES have been extrapolated from the treatment of skeletal Ewing sarcoma (SES). It is unclear if the approach of the primary tumor differs based upon tissue of origin. There are few clinical studies available to describe the clinical features, therapeutic approaches and prognostic factors of EES and SES. Moreover, the majority of the studies include patients with small sample size, heterogeneous chemotherapy protocols, conflicting results of outcome and lack of prognostication. 3, 4 The aim of this study is to evaluate clinicopathological characteristics, outcomes and prognostic factors of EES by using the data from the Surveillance, Epidemiology, and End Results (SEER) database. This may develop a better understanding of the relationship between EES and SES, which is important for the development of future clinical trials and therapeutic protocols.
Patients and methods

Patient population
We gathered patient information from the SEER program between 1973 and 2014. The SEER program is used in the regions that cover 28% of the US population. The SEER system routinely collected data on patient demographics, primary tumor site, tumor morphology and histology, stage at diagnosis, limited treatment data and follow-up for vital status and survival. These data accessed from the SEER database were freely available. Patients with histologically confirmed Ewing sarcoma (EWS, 9260/3), PNET (9364/3) or Askin tumor (9365/3) according to the International Classification of Disease for Oncology, third revision were eligible for the study. Clinicopathological characteristics, outcomes and prognostic factors of EES and SES were compared. Parameters included race, ethnicity, age, sex, year of diagnosis, tumor size, primary tumor site, stage, regional lymph node involvement, surgery data, survival status, cancer-specific survival (CSS) and overall survival (OS). CSS was calculated from the date of diagnosis until the date of disease progression, relapse, death or last follow-up visit. OS was calculated from the date of diagnosis to the date of death or last follow-up. Exclusion criteria include patients with other cancers during lifespan; unknown primary tumor site; lack of race or ethnicity; survival <1 month or unknown; tumor arose within the central nervous system (although primary central nervous system tumors have the same name as peripheral PNET, they are not thought to be related biologically). 5 
statistical methods
The Fisher's exact test was used to identify difference between categorical variables. CSS and OS were estimated by the Kaplan-Meier method, together with 95% CI. Cumulative survival rates were compared using the log-rank test, with P<0.05 considered to be significant. The analysis was also stratified by age and metastatic classification. Cox proportional hazard models were carried out to assess the effect of extraskeletal vs skeletal origin on CSS and OS while controlling for known prognostic factors. The missing data from the analysis included 1,315/3,178 (41.38%) patients with a missing tumor size variable and 2,290/3,178 (72.06%) with a missing regional node involvement variable. A second model was constructed that eliminated tumor size and regional node involvement, which yielded similar results. Back stepwise multivariate Cox regression analysis was done to identify the independent prognostic factors of EES and SES. Statistical analysis was performed using SPSS version 20.0. All P-values were two sided, and P<0.05 was considered statistically significant.
Results
Patients' characteristics
A total of 3,663 patients with EWS, PNET or Askin tumor diagnosed between 1973 and 2014 were registered in the SEER program. We excluded 340 patients with non-primary EWS, PNET or Askin tumor, 18 patients with unknown primary tumor site, 57 patients with tumor within the central nervous system, 12 patients with unknown race or ethnicity and 58 patients with survival less than 1 month or unknown. The remaining 3,178 patients were included in our analysis; of whom, 981 (30.87%) had EES whereas 2,197 (69.13%) had SES. The demographic and clinical characteristics of the two cohorts are shown in Table 1 . The majority of the patients were White non-Hispanic in both EES and SES. The age of patients with EES was diagnosed to be higher compared with patients with SES. The most common age range at initial diagnosis was 20- 
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Comparison of clinical features and outcomes of ees and ses patients aged 0-19 years at presentation, the unadjusted CCS and OS for patients with EES were superior compared with those with SES, whereas the prognosis factors for those aged 20-39 and ≥40 years were not affected by origin (Figure 1 (Figure 2 ). To further evaluate these survival differences, we constructed a Cox proportional hazards model in the full analytic that also controlled for other known prognostic factors. After controlling for race, ethnicity, age, sex, year of diagnosis, tumor size, primary tumor site, stage, regional lymph node involvement and surgery data, patients with EES had significantly higher HRs for both CSS and OS compared to SES (HR: 1.157; 95% CI, 1.018-1.315; P=0.025 for CSS; HR: 1.160; 95% CI, 1.026-1.312; P=0.018 for OS; respectively) ( Table 2 ). However, tumor size was not available for approximately half of the analyzed population in SES and ~70% of the patients had incomplete data for regional node involvement in both EES and SES. A second model was constructed that eliminated tumor size and regional node involvement. This model included only ~56% of the patients due to missing data. In this sensitivity model, EES still had significantly higher HRs for both CSS and OS compared to SES (HR: 1.171; 95% CI, 1.032-1.329; P=0.014 for CSS; HR: 1.161; 95% CI, 1.028-1.311; P=0.016 for OS; respectively) (Table S1 ).
Prognostic factors differ between ees and ses
Multivariate Cox regression analysis was used to evaluate associations of race, ethnicity, age, sex, year of diagnosis, tumor size, primary tumor site, stage, regional lymph node involvement and surgery data. In multivariate analysis, age, size, stage and surgery were independent risk factors for CSS and OS in both EES and SES (Table 3) . Patients with non-White, earlier years of diagnoses and axial location were associated with a significantly worse CSS and OS in SES (Table 4) .
Discussion
EES is an aggressive type of tumor with a high incidence of local recurrence and distant metastasis. The clinical features, treatment and prognostic factors of EES were diverse and limited to small reports from few institutions. In the present study, we observed several notable differences in disease presentation between EES and SES. The differences in clinical characteristics and prognosis between EES and SES may be due to the differences in microenvironment and angiogenesis between the extraskeletal and skeletal origin. 6, 7 EES is relatively less common in children and adolescents. This finding was consistent with previous studies. 8, 9 Data comparing tumor size between EES and SES were conflicting. Some studies have shown that extraskeletal tumors were smaller at diagnosis, whereas others have shown no difference. [10] [11] [12] We observed that extraskeletal patients were 
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Comparison of clinical features and outcomes of ees and ses Biswas et al. 13 This difference in management may represent alternative decision-making by tumor site. Previous studies have shown that SES were more likely pelvic primary tumors. 10, 11 The resection and reconstruction of pelvic tumors were much more technically difficult than extremity lesions. 14 Although complex and challenging, Puri et al 15 indicated that the limb-sparing surgery in pelvic Ewing's sarcoma was safe in oncology and had better functional and survival outcomes than amputation surgery. We also observed that patients with EES were more likely to have regional node involvement. Huh et al 16 presented a wide spectrum of imaging features and metastatic patterns of EES in adult Asian patients, showing that lymph nodes were the most frequent site of metastases, followed by lungs, bones, solid organs, peritoneum and pleura. Völker et al 17 also found that the incidence of EES with regional node involvement had consistently increased, particularly in recent years, likely reflecting that the development of imaging technology had improved detection. 18 indicated that regional node involvement may be an independent adverse prognostic factor in EWS and should be investigated carefully when diagnosed with EES. In contrast, Worch et al 19 demonstrated that in patients with SES the tumors were more frequently transferred to the lung, followed by bone and bone marrow. Those findings suggested that the metastatic pattern may be different between EES and SES, although there was no difference in metastatic status in our study. It may reflect the underlying biological differences that we were unable to control for in this analysis, since the SEER database was limited in genetic and molecular information as mentioned above. EES was also more likely to have a histological classification of PNET/Askin compared with SES, as reported in the previous report. 11 The increased proportion of extraskeletal tumors classified as PNET may reflect that the development of cytogenetic and molecular diagnostic techniques now allow for more reliable detection of genetic translocations characteristic of this disease. 
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Comparison of clinical features and outcomes of ees and ses Whether EES carried a worse prognosis compared with SES had been an issue of controversy in some studies. 4, 21, 22 In the present study, origin was not a statistically significant prognostic factor for survival among all patients on univariate analysis. Subgroup univariate analysis evaluated that the CCS and OS were superior for patients aged 0-19 years in EES compared to those with SES, whereas the prognosis factors for patients aged 20-39 and ≥40 years were not affected by origin. Contrarily, the unadjusted 5-year CSS and OS for patients with metastatic stage SES were better than patients with metastatic stage EES. It had been confirmed that increasing age was an independent unfavorable prognostic factor in EWS. 23, 24 Few other studies also had demonstrated that there was no association between older age and worse prognosis when adult patients were treated by pediatric protocols. 25, 26 This may indicate the difference in treatment between youth and old patients with EWS. In the multivariate analysis, we found that patients with EES 
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Jiang et al had an unfavorable prognosis compared with SES when combining all the patients. Due to the large numbers of missing values of tumor size and the regional node involvement, a second model was constructed that eliminated tumor size and regional node involvement, which yielded similar results. This was different from the observation in various published studies, which had suggested that the outcomes for EES and SES were similar. 9,12,27 Applebaum et al found that patients with EES had an unfavorable prognosis prior to 2 years from initial diagnosis, but then the outcomes for EES are significantly better. This was also observed in the study by Biswas et al. 13 These findings suggested that the outcome differences between patients with EES and SES were more complex. The etiology for this pattern was not clear. There may be other biological or therapeutic differences that contribute to mortality observed in EES. Unfortunately, no more biological and therapeutic data were available from the SEER database, and these possibilities cannot be further elucidated by this study.
Prognostic factors identified specifically in patients with EES were similar to those reported for SES. 28, 29 In this study, age, tumor size, tumor stage and surgery were the most important factors significantly influencing CSS and OS in the two cohorts. We also found that race and year of diagnosis were associated with CSS and OS among patients with SES, but failed in EES. Jawad et al 30 found that woman constituted a survival benefit among the Caucasian, although the survival of EWS was not impacted by race. Over the past several decades, improvements in outcomes for patients with SES have been achieved through multidisciplinary approaches and multi-institutional trials. [31] [32] [33] This may lead to the improved survival of SES. However, the principles of management of EES have been extrapolated from the treatment of skeletal tumors. It was still unclear if the approach of the primary tumor differs based upon tissue of origin.
There were several limitations of this study. Our study was a retrospective study that employed the SEER database, which is limited to the available important variables, such as time to tumor recurrence, chemotherapy regimen utilized and molecular pathological characteristics, which may affect the prognosis of patients. However, this database is population based and practiced in the USA, which makes our findings broadly applicable. Most importantly, tumor size and the regional node involvement were not available for approximately half of the analyzed population, which may result in a limitation on the well-established prognostic factor in multivariate analysis.
Conclusion
We demonstrate that clinicopathological characteristics, outcomes and prognostic factors differ between EES and SES. The results of the present study show that EES was an aggressive disease with an inferior survival compared to SES. Future studies should be carried out to investigate the underlying biological differences between EES and SES to determine optimal treatment strategies to maximize outcomes in these tumors. 
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